INVOICE

Care Manager: [Name/Agency Name]
[Address Line 1]
[Phone] | [Email]

Bill To:

[Responsible Party Name]
[Address Line 1]

[City, State, Zip]

Date Service Description

[Date] Initial Assessment / Consultation

[Date]  Care Plan Development

[Date] Medical Appointment Advocacy

[Date]  Travel Time / Mileage

Subtotal: $0.00
Adjustments/Discounts: ($0.00)

Rate

$0.00

$0.00

$0.00

$0.00

Invoice #: [000]

Date: [MM/DD/YYYY]
Due Date: [MM/DD/YYYY]

Client/Patient:

[Client Full Name]

[Case ID/Reference]

Hours/Qty Amount

0.0 $0.00
0.0 $0.00
0.0 $0.00
0.0 $0.00

Total Amount Due: $0.00



Payment Instructions: Please make checks payable to [Name] or pay via [Payment Method].

Thank you for allowing me to assist in your loved one's care.



